Discussion
A leading complication and one of the most frequent causes for termination of peritoneal dialysis is peritonitis. The most frequent pathogens are gram-positive organisms, including S. epidermidis and S. aureus, but gram-negative organisms may account for up to 40% of CPD-associated peritonitis [1] . Although other Neisseria species, such as N. meningitidis, have been recognized as pathogens in peritonitis, N. sicca has not been reported as a causative agent in this disease. N. sicca is considered a normal inhabitant of the mouth and upper respiratory tract, and is classified with other "nonpathogenic" Neisseria species such as N. subtiara, N. mucosa, and N. lactamia [7] . These organisms are now recognized as pathogens in a number of infections, and N. sicca has been reported to cause infective endocarditis, meningitis, pneumonia, and osteomyelitis [2] [3] [4] [5] . Although many of these reports were in immunocompromised patients, N. sicca infections in otherwise normal individuals have also been reported.
The evidence for N. sicca as a pathogen in this patient includes the fact that the organism grew in both the routine bacterial culture and the bacterial culture from filtered dialysate, while cultures for other pathogens, including cell wall-deficient bacteria, fungi, and viruses, were negative. The patient's clinical course was also very suggestive of a gram-negative pathogen in that he responded quickly to treatment with a third-generation cephalosporin, but not to treatment with vancomycin. It is interesting to note that the patient had received significant immunosuppressive therapy as a consequence of renal transplantation. However, treatment with anti-thymocyte globulin and OKT-3 occurred more than 9 months prior to the episode of peritonitis and it is unlikely that the patient had significant residual immunosuppression as a consequence of these therapies. The source of the infection in this patient is not known, but it is possible that the organism was transferred from the respiratory tract of the patient or a caregiver to the dialysis catheter or peritoneal fluid.
In conclusion, N. sicca should be considered as a possible pathogen in CPD-associated peritonitis when the patient fails to respond to routine coverage for gram-positive organisms or when a patient previously treated with antibiotics immediately develops another episode of peritonitis. Fortunately, this organism is typically sensitive to gramnegative coverage and, therefore, should be easily treatable. Evidence for the suitability of spot urines for selective screening in children was obtained by comparing the 24-hour urinary oxalate excretion with the ratio of urinary oxalate to creatinine (mmol/mol) in spontaneously voided urine samples. Spot urines of 169 healthy children aged 1 day to 13 years were analysed in order to establish reference values for the urinary oxalate/creatinine ratio in relation to age and body surface area. Oxalate was measured by automated ion chromatography. Results showed an inverse relationship between the oxalate/creatinine ratio and age. The highest ratios, 131 _+ 57 mmol/mol (mean _+ 2 SD), were found in infants. At age two years, the ratio was 84 + 55, at age five years 56 _+ 35, and for children older than ten years 42 _+ 31. This finding can be explained by the gain of muscle mass and hence increased creatinine production with increasing age. Data for the urinary oxalate/creatinine ratio are presented according to body surface area for the assessment of children with abnormal growth. In 19 urine samples from nine patients with primary hyperoxaluria, the oxalate/ creatinine ratio greatly exceeded (286-2022 mmol/mol) the above reference ranges. We therefore propose the determination of the oxalate/creatinine ratio in spot urines for the selective screening for hyperoxaluria in children with nephrocalcinosis or urolithiasis.
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